Reporting larva therapy (LT) in wound management, Dr Courtenay and colleagues show the merits and limitations of this approach (February 2000 JRSM, pp. 72±74). They might have said more about how its merits can be improved and its limitations diminished.
The larvae feed vigorously on dead tissue and in the process probably destroy some cells and liberate free radicals. (The role of free radicals in pathology and therapeutics was not established when Livingstone reported his observations in 1936 1 .) Though wound debridement promotes healing, these free radicals would also generate an in¯ammatory response at the wound site, causing the pain that began after 48±72 hours. As part of this in¯ammatory reaction, a reactive hyperaemia might have contributed to the bleeding reported in some patients. The pain and in¯uenza-like symptoms are suggestive of an autacoid response, possibly due to release of kinins or leukotrienes as the necrotic tissue is broken down.
The decrease in the wound size could also be due to an acceleration in collagen formation as reduction of necrotic tissue eventually decreases free radical concentration. The hydroxyproline content of the scar tissue might be used as a measure of collagenation.
Courtenay and colleagues also report that none of the patients who were on LT needed antibiotics. This has pharmacoeconomic implications which are important to us in developing countries. They suggest that the apparent stimulation of granulation tissue following successful larval activity in a wound is probably related to speci®c growth factors in the larval secretion. But the role of free radicals cannot be excluded since hyperbaric oxygen therapy has likewise given excellent results in gangrenous wounds. In addition, many others between 1800 and 1847 knew that puerperal fever was transmissible by birth attendants, and took what they believed were appropriate precautions. But none knew exactly how transmission occurred. Most thought that if they attended a case of puerperal fever or of sepsis of any kind, they were in danger of acquiring a surrounding poisonous miasma which clung to their clothes or person like the smoke from an autumn bon®re, and was transmitted to the lying-in patient.
In 1850, and totally independently of Semmelweis, whose work was unknown to him, James Young Simpson (of chloroform fame) described in a brilliant essay how puerperal fever was due to the transmission of`in¯ammatory products' on the ®ngers of the attendant. Thus Semmelweis' major contribution was not the discovery of the mode of transmission but the demonstration that the disease could be prevented by chlorine washing of the hands. For complex reasons, however, very few paid any attention, and mortality from puerperal fever actually rose for the next thirty years throughout Europe and the USA until, in the 1870s and 1880s, the Listerian method of antisepsis in surgery was adapted to lying-in (maternity) hospitals with very great successÐthe ®rst to do so being a Swiss obstetrician in Basle in 1869.
The identi®cation of Streptococcus pyogenes as the causal agent is usually attributed to Louis Pasteur in 1870, but really belongs to the brilliant work of his pupil J Ame Âde Âe Doleris, in 1880. The cure of puerperal fever came with the introduction of the sulphonamides by Dogmak in 1932 and the demonstration by careful trials of the effectiveness of Prontosil by Leonard Colebrook in 1936/1937. Only then did mortality from puerperal fever begin to fall, and it fell much more rapidly than anyone had dared to expect.
The history of puerperal fever shows how foolish it is to try and single out one individual as the hero in a complex story in which so many people played an important role. In medical history, handing out accolades tends to be a sterile occupation.
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Living wills
In his excellent review of The Ethics of Health Care Rationing: Principles and Practices (May 2000 JRSM, pp. 272±273), Adrian Marston notes that`If more care was given to the young and less to the old, then everybody would in the end get the same, but at different stages in their lives'. When I read this statement, I thought of the great value of advance directives or living wills. At present, about 500 000 individuals (the majority being retired) in the UK have signed such documents which specify the kinds of future medical treatment we would wish to receive or decline if in no condition to make our views known at the time. The greater use of living wills would also have economic bene®ts for the NHS. When the Department of Family Medicine at Jefferson Medical College, Philadelphia, reviewed the records of 474 Medicare patients who had died in hospital (in 1990, 1991 and 1992) it was discovered that the mean inpatient charge for the 342 patients without documentation of a discussion of advance directives was more than three times that of the 132 patients with such documentation ($95 305 versus $30 478). If a mentally competent terminally ill patient wishes to complete a living will (to possibly hasten inevitable death with the aid of a medical team), why not encourage this? The individual gets what he or she wants, and the NHS saves money that would otherwise be spent on expensive and, most important, unwanted end-of-life care. A voice for the National Health Service I am surprised Duncan Smith believes that the British Public is`still in love with the NHS'. Is it not true that complaints and litigation against both the medical profession and the NHS have risen alarmingly over many yearsÐand continue to rise? Of course there were`many lobbies and centres of in¯uence' in the ServiceÐthis was not by chance, rather by design by Aneurin Bevan, speci®cally to divide the profession. He was indeed successful in this. The idea of an NHS Staff College is intriguing. After war service I spent a brief period as a junior staff of®cer, and from this experience I learned four things pertinent to the NHS. Good organization is always simple. Simple organization is easy to administer. The job of the staff of®cer (administrator) is to make life easier for those under his aegis. An of®cer with practical experience of what is required of the troops is at an enormous advantage.
The organization of the NHS always has been hideously complex and gets more so at every change. Thus its managers have an increasingly dif®cult task, even the few who have practical experience of the professional tasks involved. The disenchantment of many doctors with a complex system managed largely by non professionals is exacerbated by enforced waste of clinical time and disgracefully long waits for many therapies. Does this really equate with a public in love with the NHS? Of course, most patients have known nothing else.
